A Commentary for eCAM on CAM and the Phenomenology of Pain, by Alex Hankey Previously, we reviewed the evidence for the efficacy of CAM approaches for pediatric pain (volume 2; issue 2; 2005) using criteria developed by the American Psychological Association Division 12 Task Force. Our review focused on CAM modalities that had been tested with at least one controlled trial or multiple baseline study. In addition, only those trials in which children comprised the study sample were included. Thus, several CAM modalities were not included in our review. Key ethical and other reasons for the limited literature on CAM for pediatric pain as well as directions for future studies are discussed.
The commentary by Alex Hankey on our article, 'Complementary and Alternative Medicine Approaches for Pediatric Pain' (1), raised some valuable points regarding the practice of CAM interventions for chronic and acute pain. Whereas it is certainly true that CAM consists of many more modalities than those reviewed in our article, the intent of the review was to focus on those modalities that had at least one controlled trial or at least one multiple baseline study in the peer-reviewed literature (see page 150). Thus, our review did not include several of the modalities discussed in Dr Hankey's Commentary, including hands-on or distance healing, meditation, Traditional Chinese Medicine, and Ayurveda. Our review was not intended to either implicitly or explicitly exclude these modalities without relevant published literature from the list of potentially safe and efficacious CAM treatments for pain. Instead, we had hoped to stimulate further research into those approaches that had not been the subject of controlled or multiple baseline trials.
Another important consideration is that our review focused on CAM interventions which have been studied in children. The published literature on the application of CAM for pain in pediatric populations is fairly limited and lags behind the work that has been conducted on adult populations. Certainly, there are several good reasons for the relative paucity of CAM treatment studies in children. For example, solid evidence of acceptably low probability of side effects and adverse events is required before clinical researchers would be willing to test a CAM intervention in pediatric samples, and for parents to consent to their child taking part in such trials. There is also the ethical consideration that only those modalities with a reasonable amount of evidence supporting analgesic effects in adults should be studied in children. This concern limits the range of CAM interventions that have been researched in younger populations.
In addition, as we pointed out in our review, certain modalities may have an 'image problem' when it comes to convincing children and their parents to participate in treatment and/or research trials. This potential problem is probably best illustrated by considering the case of acupuncture. The conventional view is that children have an aversion to needles, and this conventional wisdom may complicate referrals to acupuncturists (2), and by extension, participation in clinical trials. Despite a few studies showing that acupuncture is acceptable to chronic pediatric pain patients and their families (2,3), it is possible that researchers have not been able to recruit sufficient numbers of participants to conduct acupuncture trials, or that such trials are never initiated due to concerns regarding patient recruitment and retention. We recently found that both children and their parents presenting for treatment at a tertiary pediatric pain clinic had low expectations for the benefits of a number of CAM approaches, including hypnosis, massage, acupuncture, yoga and relaxation (4). Such low expectations for CAM may adversely impact not only possible participation in treatment studies but also actual clinical outcomes. It is hoped that educational and other 'PR' efforts Finally, the intent of the review was to compare the existing published data on the efficacy of CAM for pediatric pain to a single standard: American Psychological Association Division 12 Task Force on Promotion and Dissemination of Psychological Procedures (5) . Although these criteria are well-established and widely recognized, they are not the only standard by which studies of CAM for pain relief may be judged. Recently, it has been recognized that sole reliance on quantitative data (e.g. numeric rating scales) to assess clinical outcomes involving complex interventions such as CAM modalities, may obscure important aspects of treatment response. Thus, there is a growing awareness of the value of qualitative research methods which allow the systematic examination of key contextual factors within which clinical outcomes occur (6) . Future work may therefore combine both qualitative and quantitative methods to enhance our understanding of the process of healing as well as the phenomenology of pain itself.
